A 62-year-old man was referred to our hospital due to acute-onset severe left lumbar pain. Computed tomography of the abdomen revealed a nonenhancing area in the left kidney with renal artery occlusion. Hyperhomocysteinemia, which is known as a risk factor of cardiovascular and thrombotic diseases, was also diagnosed. We performed percutaneous transluminal renal intervention using an aspiration catheter, and started the replacement therapy for folic acid and vitamin B deficiencies in addition to anticoagulant therapy. With improvement of blood perfusion in the left kidney, the patient was discharged after 15 days. In this patient with renal infarction, hyperhomocysteinemia may have been responsible.
Introduction
Renal infarction is a rare disease, with a reported incidence rate of 0.48-1.4%. 1, 2 The most common cause of renal infarction is cardiogenic embolism due to atrial fibrillation; in situ thrombosis in a renal artery is rare. In rare cases, renal artery abnormalities, including fibromuscular dysplasia, segmental arterial mediolysis, and polyarteritis, have been associated with renal infarction. However, failure to identify an underlying contributing cause is not uncommon. 3 Case Report A 62-year-old man who presented with acute severe left lumbar pain after consuming alcohol was referred to our hospital because of the absence of relief from the symptom. He had no history of trauma but had a medical history of dyslipidemia that was treated with atorvastatin. He was smoking 20 cigarettes and consuming 60 g of alcohol per day. On arrival at our hospital, his blood pressure was 160/85 mmHg; pulse rate, 98 beats per minute; and body temperature, 37.0°C. His respiratory rate was 16 breaths per minute, with an oxygen saturation of 100% on room air. He developed severe left-sided costovertebral angle tenderness. An electrocardiogram showed normal sinus rhythm, and electrocardiogram monitor during hospitalization didn't document any evidence of atrial fibrillation. Echocardiography showed that the left ventricular function and chambers' size were normal. Laboratory test results revealed increased white blood cell count; elevated aspartate aminotransferase, lactate dehydrogenase (LDH), and C-reactive protein levels;
and mild macrocytic anemia. Urinalysis revealed proteinuria but no hematuria ( Table 1) . During the hospital course, the serum LDH level was elevated to 1426 U/L, whereas the serum creatinine level was stable at approximately 0.9-1.1 mg/dL. Screening test results for thrombophilia, including anti-nuclear antibody, anti-neutrophil cytoplasmic autoantibodies, anticardiolipin antibodies, and lupus anticoagulant were negative, and levels of antithrombin III, protein C, and protein S, were within normal limit. Further examination revealed hyperhomocysteinemia, and folic acid and vitamin B6 deficiencies ( Table 1 supplemental  data) .
Furthermore, a computed tomography (CT) image revealed a nonenhancing area on the patient's left kidney with renal artery occlusion ( Figure 1A) .
Emergent angiography confirmed the left renal artery occlusion, and an intravascular ultrasonogram indicated that the culprit lesion contained a substantial amount of thrombi. We repeatedly performed thrombectomy using an aspiration catheter, which partially improved the blood flow. Anticoagulant therapies with unfractionated heparin and warfarin were started after the procedure; replacement therapy for folic acid and vitamin B deficiencies was also started after the blood examination. The follow-up CT image at 1 week from admission indicated adequate improvement of blood perfusion except for the segmental defect in the left kidney ( Figure 1B) . With adequate improvement, the patient was discharged after 15 days. Informed consent for a case report has been obtained. 
Discussion
We present a rare case of renal infarction with hyperhomocysteinemia. The most common cause of renal infarction is cardiogenic embolism due to atrial fibrillation. Other causes include inherited thrombophilia, autoimmune diseases, and renal artery abnormalities. In this patient, the hyperhomocysteinemia due to folic acid and vitamin B6 deficiencies might have been associated with renal artery thrombosis, although atrial fibrillation did not occur. Hyperhomocysteinemia, which has primary atherogenic and prothrombotic properties, is associated with coronary artery disease, 4 cerebral infarction, 5 and vein thrombosis. 6 Normal homocysteine levels range between 6.3 and 18.9 µmol/ L, and each increase in homocystein level of 5 µmol/L increases the risk of coronary artery disease events by approximately 20 percent. 7 Renal infarction is a rare but important cause of flank pain, and we have to determine the serum homocysteine level as a risk factor of renal infarction.
References 1 Chu PL, Wei YF, Huang JW, Chen SI, Chu TS, Wu Figure 1 . Computed tomography (CT) image showed a nonenhancing area on the patient's left kidney with renal artery occlusion (A). The follow-up CT image after treatment with percutaneous angioplasty using a thrombectomy catheter and anticoagulant therapy for one week showed adequate improvement of blood perfusion except for the segmental defect (B).
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